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EYE OPERATION RECORD
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Family Name:� ����Name:� �
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�����Attending Physician:

� �����Room:
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Father Name:� �����������Date of Birth:

� ����Bed:

� ������������Date of Admission:
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Sex:
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� ����Occupation:� �� �����!"�	��Kind of operation:
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Clinical Notes:
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Pre operation diagnosis:
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Kind of anesthesia:

� ��!"����Operation Report:

Muscle detached

Localization

No of Suture

Band Tied at

Vitreous injection

Paracentesis

Closing Tension

Systemic medication

Duration
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Remarks:
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Name & Signature of Surgen: ����)#�������
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�������Name & Sign of Anesthesiologist:
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